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B. A new growth, very chronic in its development and course, situated 
in any part of the brain. The neoplasm causing pressure in all directions, 
with accidental passage of arachnoidal fluid through a few of the weaker 
foramina into the outgoing nerve-sheaths ; this serous exudation produc¬ 
ing incomplete choking of the nerve, followed by inflammation and atro¬ 
phic degeneration. 

Fourth. Sclerosis of the posterior columns of the spinal cord ; the dis¬ 
ease having advanced as far as the beginning of the stage of full develop¬ 
ment, without complication or extension of morbid process. 


Article VI. 

Sterility due to Contraction of the Uterine Cervical Canal, Com¬ 
plicated or not by Flexions or Versions, successfully treated 
mechanically by the Uterine Bougie. By E. A. Spooner, M.D., of 
Philadelphia. 

Undoubtedly the most numerous cases of sterility are due either to a 
simple contraction of the cervical canal, or to such contraction compli¬ 
cated with one of the various flexions or versions of the uterus; and 
although treatment of the former by dilatation and of the latter by pessaries 
has long been in vogue, patients and gynecologists have shared their dis¬ 
appointments innumerable. 

Convinced that pessaries in women who have not borne children fre¬ 
quently give rise to irritation or inflammation, thereby adding another 
impediment to conception, I have long since abandoned their use in the 
treatment of these cases, employing such supports for patients requiring 
relief from prolapses or other displacements without regard to the question 
of conception. 

Fortunately, many cases of flexion or version are amenable to the 
treatment of the uterine bougie, and when occurring as complications of 
a partial atresia of the cervical canal, the correction is readily made coin¬ 
cident with the dilatation. I have, indeed, been surprised at the ease 
with which long-existing and extreme flexions have yielded to the plan of 
treatment which I am about to describe. 

The bougies which I use are of steel, nickel-plated ; they are 10^ inches 
long, the extremity slightly tapering for about half an inch ; the curve 
occupies 2J inches, being an arc of a circle of 3£ inches radius, the shaft 
is 5^ inches, and the handle is 2J inches in length, upon the anterior sur¬ 
face of which is stamped the size in French and English scale. The sizes 
which I have found requisite are 11, 13, 15, 17, 19, and 21, French 
scale. 
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My mode of treatment is as follows: If the patient presents a mode¬ 
rate contraction, one admitting with considerable resistance No. 11, I 
introduce the first three of my series in quick succession, and repeat the 
operation every week until the larger numbers are easily introduced ; this 
operation, consisting of the introduction of the entire series, is repeated 
weekly for six weeks or two months, after which intervals of two weeks 
are allowed until two more months have passed, when only one operation 
each month, consisting of the introduction in quick succession of Nos. 
13, 15, 17, and 19, is required; this final series of dilatations I am care¬ 
ful to subject iny patient to on the day following the cessation of men¬ 
struation. 

With patients presenting flexions or versions I frequently allow a 
medium-sized bougie to remain introduced one to two hours, giving a nurse 
or attendant instructions for its removal. I also enjoin upon the patient 
to remain in a recumbent position, with the body inclined in the direction 
opposed to the displacement, thereby greatly aiding the restorative action 
of the bougie; thus, with a right lateral version I put the patient upon 
her left side ; with a posterior version I put the patient on her abdomen, 
etc. etc. 

In extreme contraction it is sometimes necessary to precede the use of 
the bougie by an operation with hysterotome, and I have found with 
this instrument that three slight incisions are better than one or two 
deeper ones. After the cutting I leave a wax or gutta-percha bougie Sc¬ 
inches long, introduced for 2^ inches within the uterus, permitting this to 
remain for 36 to 48 hours, following its removal by the dilatations with 
the metallic bougies and proceeding thereafter the same as with ordinary 
contractions. 

Mrs. D., my first successful patient, consulted me in June, 1862. She 
had been married nine years, had menstruation regularly, but suffered fre¬ 
quently from dysmenorrhcea. The No. 11 bougie was introduced with 
some difficulty, taking a right lateral direction. I pursued the treat¬ 
ment described above, using the first three numbers about four weeks, 
the entire series for two months, and the intermediate, say 13, 15, 17, 
and 19, only twice, when conception followed and she became a mother. 

Mrs. K. consulted me in October, 1863. Had been married eleven 
and a half years. Menstruated regularly, but suffered severe dysmenor¬ 
rhcea every alternate period. The bougie indicated a retroflexion. I 
introduced the entire series, giving considerable pain. Left No. 15 inserted 
for an hour after the first seven operations, keeping the patient on her 
abdomen during the retention of the bougie, and directing her to occupy 
this position as much as possible when in bed. The intermediate series 
were used four months on the days following the cessation of menstru¬ 
ation, after which she became pregnant, and is now the mother of six 
children. 
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Mrs. M. consulted me in January, 1865. Had been married thirteen 
years; menstruated irregularly, and suffered frequently from dysmenor- 
rhoea. This was a case of extreme contraction. I made three slight inci¬ 
sions with the hysterotome, one anterior and two lateral; left wax bougie 
in cervical canal for 48 hours ; followed its removal with daily introduc¬ 
tion of Nos. 13, 15, 17, 19, and 21 for one week, and weekly introduc¬ 
tion of 13, 15, 17 and 19 for three weeks, and monthly introductions 
after ten menstruations, when she became pregnant, and is now the mother 
of three children, and enjoying perfect health. 

Mrs. H. consulted me in May, 1881. This patient had been married 
nine years ; had menstruation regularly, sometimes attended with pain. 
I found her wearing a closed lever pessary, inserted by a well-known 
gynecologist, who had been treating her for sterility and retroversion for 
two years previous to the time she was placed under my charge. I removed 
the pessary and gave her a mild astringent injection to relieve the leu- 
corrhoea caused by the pessary, and subjected her to the bougie treatment, 
introducing the entire series at one visit, repeating weekly for one month, 
and monthly for four months, when conception followed and she gave 
birth to a son the following August. 

The above are selected from my list of twenty-seven successful cases, 
as typically illustrating my plan of bougie treatment. It is proper to 
note that in those cited.no therapeutic agent was resorted to; the only 
directions that were given those patients were such as related to the 
general health. 

Chlorotic patients, such as suffer scanty and painful menstruations, are 
greatly benefited by the exhibition of the tartrate of iron and potash 
during the inter-menstrual periods; but it is important to suspend this 
treatment immediately upon the eruption of the menses, and to renew it 
only after menstruation has entirely ceased. On the other hand, with 
women who suffer from excessive menstruation and in whom only a uterine 
congestion is locally recognizable, iron is of course to be carefully avoided, 
and the bromides, belladonna, quinine, etc., administered. But it is to 
the uterine bougie that entire credit belongs for the success which has 
attended my treatment in more than twenty cases of sterility occasioned 
by stricture of the cervical canal. 

I cannot close this article without calling the attention of the medical 
profession to the fact that in my hands and in those of my friend Dr. 
Skillern the No. 11 bougie of my series has been proved to be peculiarly 
useful as a uterine sound. It would seem that the curve which I have 
adopted is practically the one which follows the normal longitudinal axis 
of the womb, and consequently it rarely happens that much difficulty is 
experienced in its use. 

In extreme retroflexions it may sometimes be necessary to aid the pro¬ 
gress of the bougie by pressure against the posterior wall, with a finger 
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introduced into the rectum; but after two or three insertions, allowing 
the bougie to remain in position an hour or so, and the patient observing 
the directions above described, there will be little trouble in proceeding 
with the treatment. I will add that Mr. Teufel, of 114 South 10th 
Street, has succeeded admirably in making my uterine bougies according 
to my wishes. 



The accompanying cut represents my bougie, showing relation of curve 
to shaft, etc. 


Article VII. 

A Cask of Ainhum. By Louis A. Duhring, M.D., Clinical Professor of 

Diseases of the Skin in the University of Pennsylvania. 1 With Microscopic 

Examination by Henry Wile, M.D. 

The notes of the following case of ainhum, together with the specimen, 
have been sent to me by Dr. George B. Simpson, of Weston, West Vir¬ 
ginia, by whose courtesy I am enabled to present this report. 

The patient is a negro, forty years of age. When about ten years old 
he noticed a furrow in the digito-plantar fold of the little toe, upon both 
feet, which gradually began to increase with considerable constant pain. 
The toes gradually enlarged, and, in the language of the patient, “ the 
skin seemed to deaden on the outside, but down in the creases was very 
tender and painful.” Dr. Simpson first saw the case ten years ago, at 
which date one toe seemed nearly amputated, and could have been easily 
cut off with a knife without loss of much blood and without pain. Time 
finally amputated one toe about two years ago. This specimen Dr. Simp¬ 
son was unable to obtain, as the patient was superstitious and insisted upon 
burying the member. The other toe dropped off a few months ago, and 
was at once placed in alcohol and prepared for microscopic examination. 

In addition to the above history, Dr. Simpson learned the following 
interesting facts : That the father of the patient lost both toes in the same 
way; one he cut off with a chisel. The mother, moreover, is at present 
suffering with the same disease, but has not as yet lost either toe. She 
desires to have them amputated, as she cannot wear shoes with comfort. 

1 Read before tbe American Dermatological Association at its seventh annual meet¬ 
ing, August 29, 1883. 




